surgical infections are uncommon in routine hand surgery. We present the very rare 23 case of a female patient who underwent elective arthrodesis of her middle and index 24 fingers for treatment of erosive osteoarthritis, who subsequently developed a 25 herpetic infection at her surgical site, mimicking a postoperative bacterial infection. 26
To our knowledge, this is the first report of a disseminated post-operative herpetic 27 infection in the hand. 28
29
Case Report: 30 A 46 year-old right-hand-dominant female dental hygienist presented to our clinic 31 for evaluation of a three-year history of progressively-worsening bilateral hand pain. 32
The patient localized the pain to her DIP joints, where she also noted swelling and 33 deformity. She stated that the pain was interfering with her work, and that she also 34 had difficulty with opening jars, often dropping items as well. Her past medical 35 history was noncontributory. Due to her significant family history of rheumatoid 36 arthritis in her mother, psoriatic arthritis in her brother, and erosive arthritis in her 37 sister, she had previously undergone a full workup by her rheumatologist for 38 autoimmune and/or inflammatory disease which was negative. Written review of 39 symptoms was negative for any history of systemic or occupational infectious 40
conditions, including Human Immunodeficiency Virus (HIV) and Herpes Simplex 41
Virus (HSV). Her physical exam was grossly normal with the exception of 42 significantly decreased range of motion in the DIP joints of both hands, worst in the 43 index and middle fingers. There were no skin lesions noted on her digits or hands 44
bilaterally. 45 46
Standard fluoroscopic imaging demonstrated significant erosive degeneration of the 47 DIP joints bilaterally, with the index and middle finger most severely affected. Given 48 her significant pain and functional limitations, the decision was made to proceed 49 with DIP arthrodesis of her left, non-dominant index and middle finger. Under 50 sedation with injected local anesthetic, the patient underwent uncomplicated 51 arthrodesis of her left middle and index finger DIP joints, using 2.3 mm cannulated 52 compression screws (TriMed Cannulated Screw System, TriMed, Santa Clarita, CA; 53 Figure 1 ). The patient's operative fingers were sterilely dressed and splinted, and 54 she was discharged home that same day. 55
56
The patient was instructed to keep her surgical dressing in place until her second 57 postoperative day, at which time she was permitted to shower daily, allowing warm 58 water to gently rinse over her surgical site, without scrubbing. After thoroughly 59 patting her surgical sites dry, she was to re-dress her incisions with sterile gauze. 60
She was instructed to avoid any activity which would lead to sweating, or any form 61 of moisture buildup over the surgical site until her two week follow-up appointment. 62
She was to remain out of work until bony union had been achieved at her fusion 63 sites. On postoperative day 5, the patient attended her originally scheduled visit 64 with the occupational therapist for her standard initial consultation. At this time the 65 patient was noted to have minimal serous drainage from her index finger incision 66 site, and none from her middle finger. Her incisions were redressed and she was 67 placed in custom fabricated cap orthoses for both fingers. Due to concern for acute postoperative bacterial infection, the patient was taken 79 urgently to the operating room for wound exploration, irrigation and debridement. 80
Upon reopening of her wounds, she was found to have some fibrinous exudate, but 81 no frank purulence. After cultures were obtained, her wounds were thoroughly 82 irrigated with a saline and antibiotic mixture, loosely re-approximated and packed 83 with iodoform. Her hand was splinted and she was admitted to the hospital and 84 Given our patient's history, it is interesting to note that, primary inoculation from a 123 patient that results in herpetic gingiomastivitis is rare; that is, when dental care 124 providers get infected from patients, it is local whitlow. 125
It is also important to note that a prior HSV-1 infection at another site, does not 126
protect from whitlow. 
